Professor Thomas McKeown (Birmingham) Some people, including some general practitioners, believe that there is no problem of medical practice, or at least none which could not be solved by increased public investment. In considering this issue it is important not to restrict our view to the British Isles, or our time scale to the present; and it is helpful to recognize three phases in the history of practice.
In the first phase there is no clear distinction between general and specialist practice; general practitioners provide specialist services (such as major surgery) and have access to hospitals. In the second phase there is a distinction, and general practitioners are usually excluded from hospitals. In the third phase the distinction is again blurred by the unwillingness of medical graduates to enter general practice and services are provided mainly by specialists.
The first phase existed everywhere in the recent past when knowledge did not justify much specialization; but even today it is inevitable in developing countries, where resources are meagre, and in thinly populated parts of developed countries where it is not practical to provide a full complement of services. What is less satisfactory is its persistence in urban areas of a highly developed country such as Australia, where a substantial amount of major surgery is still performed by general practitioners.
The second phase is characteristic of the British Isles, and there can be no criticism of the principle of assigning highly specialized services to consultants distinguished from general practitioners by training and appointment. But this process also has its dangers. In the first place specialization may go too far, particularly when based on a referral system. Broadly, specialization with referral is necessary in respect of complex techniques, such as surgery, or difficult diseases, such as mental illness; it is questionable whether they are either necessary or desirable on the basis of age periods such as childhood or old age. Secondly, if consultants work almost exclusively in hospitals and general practitioners on domiciliary services, hospitals may become isolated from the rest of the medical services. Finally, if too much work is referred, and the general practitioner is excluded from hospital, a career in general practice may not attract enough medical graduates to maintain a domiciliary medical service.
The last trend is evident in the United States where medical practice has entered a third phase. American experience suggests that when they are free to choose most graduates prefer specialist work to the contemporary form of general practice. (Under the National Health Service, because of the difficulty in obtaining consultant appointments, the choice is not open.) The disadvantages of this latest phase of practice are threefold: it prejudices personal domiciliary medical care; the basis of specialist practice, and numbers of different kinds of specialists, are unplanned; and, because there is no adequate control of qualifications, it is difficult to ensure the competence of doctors presenting themselves to the public as specialists.
In considering the future of medical practice in the United Kingdom we should recognize that experience elsewhere suggests that its features, which we value, may prove difficult to preserve. They are unlikely to survive merely by increased investment, but will require re-thinking about the whole organization of medical practice, with special reference to the relationship between general practitioner and consultant and between domiciliary and hospital care. The object should be to unify the various divisions of the service, and to restrict consultant practice on referred patients to services which can be performed satisfactorily only by those who devote their time wholly to them.
It is easier to state these objectives than to suggest how they can be realized. Differences of viewpointbetween general practitioners themselves as well as between general practitioners and othersare such that the most that can be hoped for is agreement about certain broad objectives which would permit progress. The following are suggested as four possibilities which might attract considerable support.
(1) Personal domiciliary medical care: In this country there is general agreement about the desirability of retaining and strengthening personal medical care, available when required in the patient's home. It is less certain that the same doctor should care for all members of a family, and it has been suggested that there would be advantages in dividing responsibility between four classes of personal doctors: obstetrician, pxdiatrician, general physician and geriatric physician (McKeown, 1962, Lancet i, 923) .
(2) Group practice: Many general practitioners accept the view that in modern conditions the independent practice is inadequate and should be replaced by an association of doctors in groups.
(3) Medical centres: The case for medical (or 'health') centres is not only that something more 266 Proceedings ofthe Royal Society ofMedicine 22 than the independent surgery is needed to support the work of groups. They are also required to link preventive and curative services and to remove a substantial amount of work from hospital outpatient departments to a site nearer and better suited to the needs of patients.
(4) A hospital role for the general practitioner: Although many practitioners accept the desirability of a role in hospital, there are different views about its nature. To permit evolution in a rational direction the general practitioner should work in association with the consultant, limiting his role in hospital to services compatible with his primary responsibility for domiciliary care. This would exclude highly technical services such as surgery or anaesthetics.
Dr R J F H Pinsent (Birmingham)
Before looking forward into possible future patterns of medical care we should pay our respects to the past and consider some of the traditions of medicine, good and bad, which we have inherited. The practice of medicine began with the care of the sick and destitute. This care had both spiritual and social aspects and as man formulated his ideas and beliefs into religious creeds, the art of healing became associated with them, and the healers, whether priests or practitioners, were regarded as doing good service to the community.
In our own history the care of the sick and the relief of suffering were for many years the responsibility of the church. The monasteries provided something approaching 'hospital' care but the main work was carried out in the homes and parishes in which the people lived, by clergy and laity who were aware of people's problems because they lived, worked and gave a service directly among them. When the monasteries were dissolved medicine became secularized, and some ofthe sense of mission and dedication on the part of those who practised it was submerged by competition. Medical care became a commodity to be sold and bought rather than a community service. Physician and apothecary met this need, and as new knowledge was gained their capacity to do so became ever more effective.
The needs of the community have varied with the centuries and in different countries. Certain needs are recognizable in the circumstances of today which must be met by the medicine of tomorrow. We cannot consider all of them in detail butwe must accept that conditions amenable to preventive activity or treatment must be recognized as early as possible and that all new advances in knowledge, wherever they are made, must be effectively and quickly brought to the service of the patient. There should be a highly skilled and widely competent assessor to deter-mine where, if needed, the special skills of others may be best employed.
This person, with the most responsible task in medicine, since on his decisions the whole course of the patient's care may depend, is at present the general practitioner. In wartime the task of assessment of battle-wounds or 'triage', was not left to a junior medical officer but was undertaken by a more senior officer with experience on which to base his decisions. He required to balance probabilities on evidence presented to him under circumstances often unfavourable to clear thought and leisured contemplation. So does the general practitioner meeting for the first time unselected material, of wide variety, require a breadth of judgment based on knowledge. Specialized knowledge need not necessarily help him in this, for intellectual gains in depth, in a specialty, may be at the cost of breadth and range. A pxdiatrician would be ill equipped indeed to solve the problems of a clinical situation affecting two octogenarians in a country cottage.
Discrimination is required, too, in the extent to which the process of diagnosis must be carried, before effective action is taken. Students visiting generalpractitionersare often appalledto see action taken on what they have been taught to regard as completely inadequate grounds. Perhaps tests have not been done, and investigations omitted, or the results of laboratory investigations discounted or completely ignored. They have not learned that much indisposition is self-limiting or amenable to social or other adjustments in the patient's way of life. Decisions of this kind, between a pain that matters and a pain which does not matter, are the stuff and substance of general practice.
The general practitioner, in his assessment, must take into account the delicate balance, which differs in every person and in the same person from time to time, between the emotional and the organic components in the situation. The decision whether a patient with a duodenal ulcer is sent to a psychiatrist or a surgeon is a very important one indeed. Neither a psychiatrist nor a surgeon has the breadth of experience to make this decision.
Knowledge of the thought patterns of the community in which he works enables the family doctor to teach his patients how they may stay in health, or overcome disabilities in an environment shared by doctor and patient alike. Underlying all this is the deepest need of all, one which no galaxy of specialists and no lavishly equipped institution can provide, the need for an informed friend, on whom the patient can rely and in whom he places full trust. Informed he must be, for the complexities of science must be interpreted to the patient for whom its mysteries are invoked, and the patient must be guided by the hand of a
